darnall: hysterectomy 


S77 


prostate as a possible source of trouble, but in others absolutely 
no indications are present to lead the diagnostician to the region 
of the pelvis. Young very aptly says that if the systematic and 
complete physical examination, so thoroughly emphasized today, 
were extended regularly to the prostate, many obscure conditions 
would be readily made clear. “The locality of symptoms is not 
of necessity the seat of disease” (McCrac), and the area to which 
the patient refers his complaints may be far from the primary 
source of trouble. It is well understood that pelvic disturbances 
in women may cause a great variety of reflex symptoms, often in 
distant parts, but it is not so commonly believed that similar 
conditions are encountered in disease of the male pelvic organs. 
Finally, a diagnosis of neurasthenia in the male is never justified 
unless a thorough examination of the prostate gland has been made. 
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PRACTICAL OBSERVATIONS DRAWN FROM ONE HUNDRED 
AND SIXTY-ONE CASES OF HYSTERECTOMY. 

By William Edgar Darnall, A.M., M.D., F.A.C.S., 

ATLANTIC CITY, X. J. 

The subject of hysterectomy has been so thoroughly investigated 
that there seems to be little more left to be said as to its indications, 
its technique, or its results. Yet sometimes the retreading of the 
well-worn paths of experience may be productive of practical ideas 
and improved methods. We each develop our own ways of doing 
things, and we each may have experiences that are not common to 
all. 
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The development of this operation, which hut a few years ago 
was considered one of grave danger and high mortality, to the point 
which has made it one of the safest procedures of abdominal surgery 
is a matter of history. Formerly the greatest dread of the surgeon 
was of infection or of hemorrhage, and many cases were lost from 
these complications. In the earlier operations each bloodvessel of 
the broad ligament was separately tied, making the operation 
tedious and difficult. Then the other extreme was reached in mass 
ligatures, which were productive of large necrotic stumps and 
insufficient care was taken in covering the raw places. It was not 
until we learned that ligatures applied to the six main trunks of 
the circulation adequately controlled all bleeding and made a 
safer operation with less danger of the ligatures slipping and less 
danger of morbidity from the raw areas left uncovered. 

The technique of the modern operation for subtotal hysterectomy 
is simple, and simplicity should be the constant effort of all good 
surgery. When the average operation is well done it should leave a 
clean field and no raw surfaces. Panhysterectomy with its wide 
dissection often in a vascular and diseased field is by no means so 
easy of accomplishment. 

A point somewhat neglected, but one which we have found to 
make the supravaginal amputation much easier, is that the append¬ 
ages on both sides should be thoroughly freed of all adhesions and 
impediments, so that they are movable and can be brought up into 
the field before the clamps are applied or the broad ligaments 
divided. The writer recently observed a prominent surgeon doing 
a hysterectomy, start his dissection and removal beginning at the 
right side and working to the left in removing the uterus. When 
the mass had been removed a large part of a diseased ovary and 
tube was left on the left side still adherent to its bed, and the result 
was far from neat and satisfactory. If the appendage on that side 
had been thoroughly enucleated first, the removal would have been 
easy instead of difficult. 

After everything is free, clamps are plaeed on the broad ligament. 
The infundibulo-pelvic ligaments on both sides are tied as well as 
the round ligaments. This is a necessary precaution, because if 
the clamp is depended on to hold them until the mass is removed, 
it is frequently found that they have slipped through the bite of 
the clamp, and that the vessel has retracted and is hard to find. 
The broad ligament is now divided on each side down to the uterus. 
The bladder is pushed down on front, revealing the course of the 
uterine artery. The artery is tied securely. Our custom is usually 
now to cut across the cervix carefully until the opposite side is 
reached, then to clamp the tissue containing the right uterine 
artery and with one stroke finish the amputation. The right uterine 
artery is now tied with a suture ligature. Three interrupted sutures 
close the cervical stump. The cervical stump is not usually disin- 
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fected in cases of simple fibromyomata, or unless there is an active 
acute infection present. In such case swabbing it out with iodin 
or iodin and carbolic acid seems to be all that is necessary. We have 
not had any bad results from this practice in the way of infections. 
As a rule the cervical canal need not be touched. A long running 
suture now carefully approximates the two layers of the broad 
ligament, starting at the right infundibulo-pelvic ligament, running 
down to the cervix, covering the cervical stump over with the 
reflected bladder peritoneum, and ending at the left infundibulo- 
pelvic ligament. Thus the field of operation is left as clean and as 
smooth as the face. 

In view of the studies of recent years, showing that 00 to SO 
per cent, of fibromyomata undergo some form of degeneration 
sooner or later, and are more or less associated with cardiovascular 
changes, whether they actually cause them or not, we are inclined 
to remove all palpable growths of any size, particularly if they 
are productive of symptoms. In the majority of cases they will 
eventually make trouble for the possessor of them. 

Whenever it becomes necessary to extirpate both tubes and 
ovaries for any cause, conservative surgery would demand that 
the uterus be removed also. The only known function of this or¬ 
gan is that of an incubator for the fetus, a resting place where it 
may remain for nine months under proper conditions of temperature 
and nutrition. If there is no chance of its being used for this 
purpose, it only remains as a focus of infection, particularly if the 
appendages have been removed for pyogenic disease, or it may 
become the seat of carcinoma. 

For the cases of simple fibromyomata without complications the 
mortality in competent hands should not be over 2 per cent. In 
those cases presenting pyogenic degenerations, severe complications 
from badly adherent pus tubes or cystic ovaries associated with 
extensive plastic exudate and infections the mortality is, of course, 
higher, the patients usually dying from peritonitis, septicemia, or 
shock in proportion to the difficulties and extensiveness of the com¬ 
plications that have to be attended to. The highest direct mortal¬ 
ities, as a matter of course, accompany the extensive Worth ci in 
operations for carcinoma. 

The difficulties of the operation are less frequently found in the 
large, movable fibromyomata. They are usually the easiest to 
remove. Tile easiest case perhaps in my series was that of a woman 
presenting an eighteen-pound tumor which could be rolled right 
out of the abdomen. Oftentimes the most difficulty is experienced 
with a rather small tumor located in a funnel pelvis, where the 
space for work is narrow and the tumor cannot be displaced upward. 
This is particularly so if the tumor is in the lower uterine segment 
posteriorly or under the bladder anteriorly or between the layers 
of the broad ligament. In one of the difficult cases met with by 
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the writer tlie tumor by pressure against the pubis divided the 
bladder into an upper and a lower chamber. Although the lower 
chamber was emptied by catheter before operation, the upper 
chamber was so distended that it could not be emptied so that the 
operation could proceed until the tumor mass was forced back¬ 
ward, allowing the urine to flow into the lower chamber and be 
catheterized. 

The really difficult cases of hysterectomy are those in which one 
has to deal with extensive inflammatory affections of the append¬ 
ages; cases in which there have been repeated attacks of pelvic peri¬ 
tonitis, leaving everything in the pelvis matted together with layer 
after layer of inflammatory exudate and associated with pus tubes, 
ovarian abscesses, or inflammatory cysts. The difficulties here are 
the difficulties of the complications involving adjacent organs, such 
as devitalized bowels from the separations of adhesions, injury to 
ureters or bladder, and the presence of large raw necrotic areas 
that have to be left because there is no way to cover them over. 
Ureters may have to be implanted, bowel may have to be repaired, 
resected, or covered over with omental grafts to avoid fecal fistulas, 
one of the most trying complications to be encountered. It is these 
cases that give the highest mortality outside of the carcinomata and 
present the greatest morbidity. They often suffer much pain after¬ 
ward, but in many cases they ought to be thankful that they survive. 

The following is a table of the indications for which hysterectomy 
was done in this series: 


Simple fibroida.37 

Submucous fibroids. 4 

Fibromatosis of the uterus. 2 

Fibroids and double pyosalpingitis.20 

Fibroids and cystic ovaries.10 

Fibroids, cystic ovaries, and pyosalpingitis. 0 

Double pyosalpingitis and infected uterus. .38 

Double pyosalpingitis and cj-stic ovaries.19 

Infected uterus. 3 

Ch- sarinn section with infected uterus. -1 

Carcinoma.11 

Complete procidentia. 1 

Total.101 


In the complicated cases those associated with many crops of old 
organized adhesions due to repeated attacks of pelvic peritonitis 
and the matting of everything together with plastic exudate it is 
the proper “clean up” after the operation per sc that makes for the 
safety of the patient. Sometimes all anatomical relations seem to be 
lost in the mass of pathology, and the tangle must be carefully and 
patiently unravelled. If in doing so the bowel is denuded of its 
peritoneal layer the raw place must be turned in and stitched over. 
If this is impossible from the thickened and friable condition of 
things a piece of omentum may be grafted over the area, and in my 
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experience this has been found to be one of the most reliable methods 
of covering sometimes a hopeless area that would otherwise demand 
resection of the bowel. If the gut is too badly involved then indeed 
resection is at times necessary. Failure to take care of these details 
in a painstaking way and to look out for every raw and injured area 
may result in a fecal fistula, an ileus, or some other trying and at 
times fatal complication. Nowhere in the human body is it more 
necessary to make every detail of the operative technique perfect 
than in the abdominal cavity, for when once the work is finished 
and sewed up there is no way to take a daily look at what is going on, 
as might be done with an amputation or other external operation. 
The careless placing of a suture that might leave a fecal leak, or the 
omission to cover over a weakened place in the gut, or the slighting 
of what may sometimes seem a trivial detail, may destroy the work 
of an otherwise brilliant operation and cost the patient her life, 
and this is true of all abdominal surgery. 


CEREBRAL EDEMA (WET BRAIN) IN CHRONIC 
ALCOHOLISM. 

By C. E. Sceletii, M.D., 

DIRECTOn, HOUSE OF CORRECTION HOSPITAL, 

AND 

Artuuii F. Beifeld, Pn.B., M.D., 

CLINICAL ASSISTANT IN MEDICINE, NORTHWESTERN UNIVERSITY MEDICAL SCHOOL; 

ATTENDING PHYSICIAN, TUBERCULOSIS, COOK COUNTY HOSPITALS; CONSULTING 
INTERNIST, HOUSE OF CORRECTION HOSPITAL, CHICAGO, ILLINOIS. 

Our paper concerns itself with a phase of chronic alcoholism, 
to which the pathologically prominent change has given the name 
cerebral edema, or wet brain. 

The clinical complex, which we purpose elaborating has been 
given scant place in the literature upon complications of alcoholism; 
only the most cursory mention of it, in fact, is made in any 
publication, with exception of two American texts. Dana 1 
seems to have been the first to recognize the condition. His 
description is very complete in most details, and it is only because 
of our considerable experience with wet brain at the House of 
Correction Hospital, Chicago, and because we presume to add 
to the picture both from the point of view of clinical manifestations 
and differential diagnosis, that we reopen the subject. 

Lambert 2 is the other American who describes cerebral edema 


1 Text-book of Nervous Diseases and Psychiatry, 7th edition, p. 144 ct soq. 
5 Modem Medicine (Osier), I, p. 1SG, et scq. 



